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DECLAnATlo by APPLICAIT: qFk6 E{I qilqr rt:
1) I hereby confirm thal all dstails in this Form are True to the best ol my knowledge. Any tals€ stalement will render my Applic€ton & ongolng assistance' il any'

,) Itj[#f[1f#H8ffi"*. if ,ecsived ftom Koshika Foundaton. wir bo ussd onry tor the 'purpos€'. as stabd in this Form. fo' which ruci assistanc€

meuesteds amountthebyreq ofnsu ranc6 compa ny,eothn lul source/employer/fromtn oa anyof tmTE ment,burseutute aval panE nothave notthalconfirm3 hereby
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1) By afiixing my signalure or thumb impression on this Form' I

use/pubtish/put-upheproduce my name. address. photo & detai

medium. inciuding but not limited to verbal, print. electronic for

activlties/achieYements such use ol my pholo & details can be

(Applacant) hereby agree & authorise Koshika Foundation 8nd it's Trustees to

ts oif,e 'purpose;. rot *hich such assistance is requested/grantod' through any
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2)l(Applicant)furtheragreethatafiysuchUseofmyname'addrees,photo&dstailgoflhg.purpose''forwhichguchassEtancelsr€quested/granted,
will not automatically entiue me for rgceiving or continuing the said assistance. The decision ior granting and/or continuing the asslstance lvill rest solely

*itt, ti" i."t""t oixoshika Foundatlon, a;d their decision is this rogard ',vill be final and acceptabl€ to m6'

r) nt yqr c( qqi (Rm ql ii,rd d rrq a,nrr, t (qd<6) qr{ {[cft d 5E 6ril tqc "6IF(6I wdilf{ dt{ E{+ 4rtql 'nt qfr{t 6(ir tft fu rtq'

qm,ctdqkslfrq{qr{vqr{s}frnl,Et'6ttr6l"w1<re1,<n,mrrolniBt{qi5A''frf{fftd!f,i{3caM*ffiffi{r{Rclqq
* retftr 6d * frq lcBtil tr lt vqr cr frlrol it rarc + crq qI lt< t t,d * R{q "61ft6r srgs{" c qTS eftW tr

2)d(qdqT)rqmt{rclltfrtlllrq,rm,qtdqt{fr{{qqlftxE{il*3\4FqIixff(tdtR:1IIFIiIinf,6T{iflrrrnrrq{iciI

Ht#i"l** 
" 

qk t qrcd/t fr 6i "dttrsr sr.-&,," i Ffiq snm tg ficflR,, d <Rl l,61 rc (f,Frnrc) fie rqn t qr-< rdrnqrilr
l)c[fkliicitqrlqtidqffq{fftqdrmfrdirxIf,Ifr{sHcltrdlrrquln*z<tfl'qnri{d'iqrriril'tdfrtci'cifl[6rsE-&l1'
t ffi{finfr rm * sqs { ,61tffi EG-*.,r, E{ xG tg fr tt cR .qiifim srr*nr' ru ruq f$ft afr,rr/(qi h trd{ ri fra qm t ii qs s

ffi *q rn rrrrt r{en 
" 

t o *. *i.a*o *i qr eF"R glfrn lqt" tr rslE{ee ru vin lfr q*w trfrc q< E{ +t/qqt *{ ffi
rn ttcrt dlql cI ffi qq srq< t rd dnd'it
2. 

.ffirfi $16=&r' t rfr d {tIq?r *c-d ffii rqfa +1 tr rln vr f,s a Er { d {rr[ r[ iri IIt uq-fi/ficl Tr 3rn tt qd ram

* fs n fafl t qk "6n61 q646' 6n tr$ mn rr ct <ra c* rqftrn re-na { tfl d rcrc $qI ah srt lTi al {rt ffi ti q{ tsdt€

'dffrn' ql re* <rM 6I ffq qnrq iqt{ {q6r0 r}'nt

8y afiiring hereunder, signature of our Authorised Signalory Ior recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby affirm E accept following:
'| ) that we neither are presonlly nor will in future ava il ol financial sssistanco frorn anothgr NGO or 8ny other source. for lhe same patienucase, as w€ are

rsquesling to get from Koshika Foundation, to the extent that such assistance is grantod by Koshika Foundation. lf the requested assist8nc€ is not granted

by Koshika Foundation, in Parl or in full, then tie Hospital reserves its right to make uP the shortlall from another NGO or any other sourc6. This

confi rmation ess€ntially statgs that th6 Hospitalwill not avail any duplicate assistance for tha same patienucase from any other NGO or any oth€r sourco

2) The assistance from Koshika Foundation is only financial in natur€. The choice of the treatment/Proced ure advised/cond ucted by the Hospital on the

patient, is bas6d on tho arrangement betw66n ths Patient & the Hospital. and is in no way infflgnced bY Koshika Foundation. Honc€, th€ Hospilal will

assume sols & complete responsibility of the treatmenl & it's outcolne & safoty ot th€ patlent. and Koshika Foundataon will have no rcle or responsibility
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